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State OKLAHOMA 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CAREAND SERVICES PROVIDED 
CATEGORICALLY NEEDY 

12.a. 	 Prescribed drugs dentures, and prostheticdevices,andeyeglasses wescribed bv aphysician 
skilled in diseases ofthe eveor by an optometrist. 

Prescription Drugs 
Payment will be made from Title XIX funds to pharmacists withwhom the Agency has a contract 
on behalf of categorically needy recipientsup to a maximum of three prescriptions (new or refill) 
permonth per eligiblerecipient.Exceptions:Prescriptiondrugs under EPSDT,birthcontrol 
drugs, antineoplastics, chemotherapeutic agents for the treatment of opportunistic infections for 
persons diagnosed withacquiredimmunedeficiencysyndrome(AIDS),certainprescriptions 
which require frequent laboratory monitoring, and hemophilia drugs are not limited to the three 
(3) prescriptions per month. Prescription quantitiesare limited to a 34 day supply or100 dosage 
units,whicheverisgreater.Someprescription drugs mayrequirepriorauthorization as 
determined Drug Review Board (DUR). legend whosethe Utilization Only drugs 
manufacturers have a rebate agreement withHCFA are covered. 

Tiered Drug List 
The DUR Board will determine medical necessity for drugs covered under the Oklahoma tiered 
druglistandestablishcriteriaforanypriorauthorizationprocess. P. preferredproduct,tiered 
druglist, is utilizedforcertaincategories of drugs.Drugsincluded in tieroneareavailable 
withoutadditionaldocumentation. A priorauthorizationprocess is; availablefordrugsnot 
included in tier one. 

The prior authorization process provides for a turn-around responseby either telephone or other 
telecommunicationsdevicewithin24hoursofreceiptofapriorauthorizationrequest.In 
emergency situations, providers may dispenseat least a 72 hour supply of medication. 

Supplemental drug Rebate Pursuant to Section 1927 of the Act, the State has the following policies 
for Medicaid supplemental rebates: 

ode1 agreement between the State and a drug manufacturer for drugs provided to 
Medicaid population, submitted to CMS on January 2, 2004 and entitled "State of 

ma,OklahomaHealthCareAuthoritySupplementalRebateAgreement"has 
authorized by CMS . 

lementalrebatesreceived by the Stateinexcess of thoserequiredunderthe 
al rebate agreement will be shared with CMS on the same percentage basis as 

under the national rebate agreement. 

of manufacturers who do not participate in the supplemental rebate program will 
available to Medicaid recipients. 

#Productsfor which a signed Medicaid State Supplemental Rebate Agreement is on fileQ,  
L 
' :: i; E$ill have preferredstatus.Thisstatus may be reflected in the Product'splacementin 

, . itf ' ' 
', 	 -' 'LJ 1.i , . ,I j. 

t ier  One of the Tiered Drug List, inclusion on a Preferred Drug List, or by removing a 
-<­

3 , .  t-- :.' c. .. dprior authorization requirement fromthe product.
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State OKLAHOMA 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
CATEGORICALLY NEEDY 

12.a. Prescription drugs(continued) 

The following legend drugs are excluded from coverage: 
Anorexia or weight Gain Medications: Medications used for anorexia or weight gain 
will not be coveredbenefit. Methylphenidatea drug Exceptions: and 
Dextroamphetamine shallbe covered drug benefits for Medicaid covered children when 
prescribed for hyperactivity and narcolepsy. A prior authorization is requiredfor adults. 

andMethamphetamine Methamphetamine/Dextroamphetamine require prior 
authorization for both children and adults. 

Fertility Medications: Medications used to promote fertility will not be a covered drug 
benefit. 

CosmeticorHairGrowthMedications:Medicationsused to promotehairgrowthfor 
cosmetic purposes willnot be a covereddrug benefit. 

Cough and Cold Medications: Medications used for the symptomatic relief of coughs 
andcolds will not bea covered drugbenefit.Exception: Prior authorizationshallbe 
required for non-sedating antihistamines. 

PrescriptionVitamins and Minerals Products: Legend vitamin medications will not be a 
covered drug benefit.Exception:Vitaminmedicationscontainingfluorideforchildren 
and prenatal vitamins shallbe a covereddrug benefit. 

Obesity Medications: Medications with primary usage forthe treatment of obesity, such 
as appetite suppressants, will notbe a covered drug benefit. 

Less-than-effective Medications: Medications determined by the FDA to be less-than­
effective are not covered. 

ExperimentalMedications:Medicationsthatareexperimental orwhose side effects 
make usage controversial are not covered. 

Medications Associated requiringLegend Requiring Tests: Legend medications 
associated tests and/or monitoring will be a covered drug benefit only after obtaining 
priorauthorization.Apriorauthorizationprocesswillalso be used to authorize 
coverage of selected non-covered medicationsfor individuals with specific diseases. 

Non-Legend Medications: Non-legend medications will not be a covered drug benefit. 
Exception; Insulin preparations and over the counter contraceptive products shall be a 
covered drug benefit. 
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